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There were about sixteen million people admitted to the 6,200 hospitals 
of the United States in 1947. This does not include admissions to out- 
patient departments. Such are maintained for persons able to appear for 
diagnosis and treatment, the latter requiring less than an overnight stay. 
Of the total figure given above about 90 per cent entered general hospitals, 
serving the acutely ill, and special hospitals such as children's, maternity, 
eye, ear, nose and throat, and the like where only short term illness is 
accepted. The actual number was 15,200,000. If evenly distributed through- 
out the year, a daily total of 41,600 entered the portals of these hospitals 
to be enrolled as patients. To receive these patients and get them started 
on the way PEveecovery a compact department of the hospital--the admitting 
office--has been created. It operates under a head known as the chief 
admitting officer, with a first assistant and like admitting officers as 
needed, full-time admitting clerks, one or more part-time clerks, and a 
"stand-in" during the night hours who is usually the night supervisor. This 
description of admitting is focused principally upon the work of the chief 
officer, though employees working full-time in the department do many, if 
not all, of the things that are here set forth. 


Room Reservations; 
Relations with Doctors 


Booking reservations for prospective patients is the first step in the 
admitting procedure. Unlike the method of reserving a room at a hotel, the 
petitioner does not write in or call up to have his name recorded. Instead 


the arrangement usually is made for him by a member of the a profession. 
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Where there is more than one general hospital in a city or community, a cer- 
tain number of the licensed practitioners will make up the medical staff. 
This number varies greatly; it may be as small as 30 or as large as 200. But 
it seldom includes all the doctors of the community. The people then who 
seek reservations are a definite group, known to the hospital and accuston- 
ed to using its services for their patients. 

Rules provide that except where time is "of the essence" as in street 
accidents and the like, the doctor must supply a provisional diagnosis when 
requesting a reservation. This is important to the hospital. It permits 
placing patients where they can be most readily attended and supplies a 
beginning point for future studies. During times when hospital beds are 
much in demand, the provisional diagnoses are checked by a staff committee 
to make sure that admission policies are being followed. They have in addition 
numerous uses connected with the self-education of the medical staff and its 
efforts to raise standards of practice. 

In passing it should be noted that admitting officers need to have 
or must require, an understanding of medical terminology. Many diagnoses 
are given over the telephone. The neophyte without science background or 
training on the job may get strange entries in her book. 

The admitting officer's foremost reSponsibility is that of carrying out 
established policies on admissions. In this she has the support of commit- 
tees of the medical staff and the hospital executive. During times of heavy 
demand for beds this responsibility, even with good support, is not easy to 
discharge. For example, many hospitals could meet the demand of the wartime 
and postwar years only by establishing priority systems. Emergency patients, 


those for whom a delay of admission might prove dangerous, were given a pre- 
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ferred status. Next came certain groups of the acutely ill who were class= 
ified as urgent. And finally there were some whose treatment could be 
delayed and who fell under the general heading of elective. These last and 
often the urgent cases as well were required to wait until such time as beds 
were vacant. Doctors on the staff carried the responsibility for determining 
in which category a patient belonged and for making a reservation in these 
terms. But the lines of demarcation were not always easy to draw, and some 
individuals in their eagerness to serve the patient did not make distinc- 
tions as carefully as others were doing. The admitting officer, her chief 
executive, and committees of the medical staff had the job of keeping prac- 
tices fairly uniform. That it proved to be one of exceptional difficulty 
needs no further explanation. 

Priority systems for making reservations have been largely discarded 
now, but there are still bed shortages which compel the use of waiting lists 
and tentative admission dates. The typical admitting office has a system of 
estimating about when a bed will be available in a certain service. Reference 
to this scheme enables the official to give the doctor an approximate date, 
further negotiations being conducted directly with the patient. 

There are, however, certain policies that are still difficult to admin- 
ister. One is the attempt to give hospital rooms to ranking doctors on the 
Staffs of other institutions locally represented. Here the person-to-person 
contact which helps greatly in working with the hospital's own staff is 
either absent or operates too infrequently to be useful in making judgments. 
Moreover, the supply of beds is usually too short to be of much more than 
accidental help anyway--a situation which is sometimes laid at the door of 


the admitting officer. 
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The medical staff of a hospital is really its sales force. The members 
are busy people, frequently overworked, and by nature and training allergic 
to bureaucratic controls. Most of them reSpond favorably to fairness and 
are loath to take advantage of an associate whether professional or lay. 

The one who works with them successfully in admitting should be a personable 
individual, have good power of communication, full control of emotions, and 

be neither overquick to defend herself nor too easily routed under pressure. 
Reception of Patients 

In some hospitals the routine character of the admitting procedure over- 
shadows the treatment of the incoming patient as a person. Many are trying 
desperately to get away from what might be termed mechanical questioning to 
obtain information. 

The information to be obtained consists of statistical and financial data. 
The statistical information is used on the records which the admitting office 
originates and which are sent, wholly or in part, to numerous points in the 
hospital. 

Hospitals differ in the extent to which they depend upon admitting offi- 
cers for collecting financial information. The a to reveal the method 
by which the patient's account will be paid. Matters to be taken into consid- 
eration include: 

(a) Has he a job? 
(b) Salary or wage rate. 
(c) What are his obligations? Is he in debt? 
(d) How large is the family? 
(e) Does he appear to be a practical person? 
(f) Is he overly optimistic about his ability to pay? 
These are questions on which skilled admitting officers try to obtain facts 


and make judgments while conducting a give-and-take exchange with the patient. 


Orderly interrogation is the quickest but not always the surest way of obtain- 
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ing the needed information. It is also subject to certain criticisms: (1) in 
many instances such an examination is not necessary; and (2) for sick persons 
making their first contact with the hospital it is not the most tactful and 
sympathetic approach. Interviewing skill is therefore an important requisite, 
which is bolstered gradually by increasing familiarity with the community, its 
economic groups, pay rates, and the like. 

Through the years voluntary hospitals (as distinguished from city and 
county institutions) have developed rather elastic policies on admission. 
Where the admitting officer is charged with the responsibility of making a 
judgment on the patient's financial status, it is not so much with a view 
to excluding applicants for care as it is to determine the manner in which 
credit is to be granted, the justifiable rate of payment, and arriving at a 
complete understanding with the party responsible for final settlement. 
Voluntary hospitals do not exclude patients in need of care and they often 
Supply service at charges below cost. This policy would create an oper- 
ating deficit if the loss was not met from special funds such as the Commu- 
nity Chest or private philanthropy. 

In the interviewing process, the patient and relatives if present will 
themselves ask numerous questions. In order to answer these intelligently, 
the admitting officer must have a good understanding of the care procedure 
of the hospital. Going beyond this she must be able to sense what is bother- 
ing the patient and relieve his fears insofar as that is possible. What the 
patient wants seldom goes to the heart of a technical procedure; instead he 
is concerned with some peripheral aspect on which he wishes reassurance. 
Selecting Room Accommodations 


Hospitals have varied accommodations to match the patient's deSire for 
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praebes and physical surroundings, also to supply the need which his illness 
may create. In this list are: private rooms, private rooms de luxe, semi- 
private rooms containing two, three, or four beds and capable of partition- 
ing by curtains, and large open wards accommodating from 15 to 40 or more 
patients on a floor or section thereof. Ward service is usually reserved 

for those patients who cannot afford to pay the entire cost of their hos- 
pitalization. It is commonly priced at cost, with admitting or financial 
officers exercising the privilege of adjusting rates to ability to pay. The 
patient who goes to the large ward is treated by the house staff (residents 
and interns in training), under the Supervision of a physician assigned from 
the staff. No medical fee is charged for the physician's services. Converse- 
ly, the occupant of the private or semiprivate room usually pays a medical fee 
in addition to his hospital bill, though these charges are sometimes met by 
prepaid insurance and other forms of third-party payments. For the cost of 
hospitalization alone, i.e., apart from the doctor's fee, the hospital has a 
graduated schedule--lowest for the ward, an intermediate rate for the semi- 
private room, and so on. 

Where the doctor who refers the patient has not predetermined the type 
of accommodation=--as he must often do under a Syaken of advance registration-- 
the full responsibility for working this out with the patient rests upon the 
admitting officer. She must be able to explain the differences, to judge 
what will best fit the patient's financial status, to make some estimate of 
the length of hospitalization, and, in last analysis, to satisfy the party 
to be accommodated and his accompanying relatives. 

Certain psychological factors enter here and must be properly weighed 


by the officer in charge. Patients at the time of admission are apt to be 


-= 7 = 
optimistic about their ability to pay and overwilling to conform. This may 
come from the belief that better care will be given if the choice they make 
appears to be pleasing to the hospital. Moreover, it often happens that 
members of the family will insist upon better accommodations than they can 
really afford. Such tendencies can be neutralized if the patient is made to 
understand that the care he receives will be just as good in the less expen- 
sive accommodations as in the more expensive. 

The matter of extra charges is important. In many hospitals the room 
charges do not cover such extras as operating room, laboratory tests, anesthetic, 
X-ray examinations, and special medicines. All this must be explained to the 
patient. 

In certain instances the problem of communication is a difficult one. 
The patient with low mentality or the one with a language handicap requires 
the type of informant who can sense miSunderstanding and adapt explanations 
accordingly. In many places the ability to understand a foreign language-- 
German, Spanish, Hebrew, or Italian--is a great asset even though the of- 
ficer in question cannot speak the language fluently. 

Brief mention may be given to a general class of patients, those whose 
bills are to be paid wholly or in part by third parties. The list includes: 

Blue Cross group insurance policyholders 

Individual private insurance policyholders 

Industrial compensation cases 

Those injured through auto accidents and covered by car 
owner's liability insurance 

Township, city, or county charges (welfare) 

State cases: Aid to Dependent Children, Old Age Assistance, 
Crippled Children Division beneficiaries 

Federal cases: veterans 


The admitting officer must be familiar with the benefits payable under 


the various insurance and compensation plans and the limitations of each. She 
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must be sure that the patient or responsible party is aware of both. Many 
points in the procedure for handling Blue Cross, individual insurance, and 
industrial compensation admissions are usually set forth in manuals and can 
readily be learned on the job. AS in all instances of dealing with individ- 
uals, however, there are segments of the work which do not permit routine 
handling. The patient may desire a more expensive room than that provided 

by the contract. Conversely, he may wish to avoid payment of a medical fee 

by assignment to an open ward when both the contract and other evidence in- 
dicate that he is able to pay the doctor. 

Procedure for admitting township, county, city, and state cases also 
permits a good deal of routine handling, though variations in method from 
place to place quite naturally exist. 

On the fringes of these groups are two types of patients for whom the 
admitting procedure cannot well be outlined in advance. The first includes 
persons at the welfare level but who for various reasons are not eligible for 
public aid. The second embraces a broad group who are above the level granted 
assistance by public agencies but whose financial circumstances are such that 
they should be helped with all or a part of the hospital bill. Here even the 
smaller cities have a collection of private and semiprivate agencies which can 
be called upon for help. But this requires a knowledge of community resources, 
the scope of their activities, and desirably the personal equations of those 
who direct them including the office personnel. While some of this may be 
acquired at second hand, i. e., through a social worker on the hospital staff, 
the admitting officer who confines herself to the day-to-day contacts within 


her institution will find herself cut off from many sources of help. 


Clerical Work and Follow-Up 

Receiving the patient, conducting the interview, and completing such records 
as must be finished in his presence take less time than the casual reader may be 
led to believe. There are instances, of course, where the patient's condition 
requires that he be assigned to a room immediately. When this is the case, 
relatives or friends are called upon to function for him, and such matters as he 
must supply or decide are postponed until a more favorable occasion. In other 
instances the admitting officer, on completing the data gathering, makes sure 
that the patient is escorted to his room, where he is met by a member of the 
nursing department. 

There still remains a good deal to do in the way of completing records and 
notifying various departments of the patient's arrival. Not infrequently the 
admitting personnel open up a ledger sheet for the new patient and head up a 
statement on which hospital bills are presented. The patient's name is recorded 
in the register, and various forms necessary for beginning treatment are pro= 
duced by duplicating devices and sent on their way to the laboratory, X-ray room, 
dietary department, and intern on the service. Insurance forms have to be 
completed. The bed index, a visual file, is corrected. The information desk 
and telephone operator must be notified of the patient's arrival and room 
number. These things the admitting personnel accomplish before receiving the 
next patient, or they are worked off at odd moments during rush hours. 

In the large hospitals these tasks may fall in the main to clerical person- 
nel, leaving the chief admitting officer and her assistant free to receive the 
incoming patients. But in the middle size hospital the problem of covering the 
admitting desk from early morning to 9:00 at night, without giving any member of 


the limited personnel an undesirable assignment, means less division of labor is 
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plasiuts than might otherwise obtain. For this reason all who work in the 
department need to know and do most of the operations. It is perhaps unnecessary 
to add that all should be able to type accurately and with reasonable speed. 

The division of work as between the admitting office, the business office, 
where all patient charges are recorded, the cashier's window, where bills are 
paid, and the credit office vary from hospital to hospital. It is advisable 
that those who will work in admitting spend brief periods of service in each of 
these places in order to comprehend the nature of future relationships. For 
organizational purposes the admitting office is usually a wing of the administra- 
tion, with the chief officer reporting directly to the principal executive. She 
has, however, an obligation to keep her work and that of her associates keyed 
into the functioning of business and credit departments. 

Contacts with the patient and his progress are not cut off by the weight of 
clerical duties that follow his assignment to a bed. Room transfers for good 
and sufficient reason must frequently be made. After patients come to know the 
probable length of stay, they often seek less expensive accommodations than 
those originally desired. Or they may have accepted a ward bed because none 
other was available at the time, hoping later to be transferred to another 
class of accommodation. These changes must clear through the admitting office. 

In a few hospitals room service in the form of personal favors, errands, and 
the like is supplied by pages working at the direction of admitting person- 
nel. Members of the admitting force are made the custodians of information 
about patients who are seriously ill. The nature of the information given 
out is roughly eeveiied by hospital policies but still requires discretionary 
action of a high order. Finally, all patient discharges are cleared through 


the admitting office. This not only makes sure that the office knows when a 


bed is vacated, but in the case of the smaller hospitals it permits a per- 
sonal leave-taking from the one who received the patient on his arrival and 


has followed his progress from day to day. 


Admitting Officer a Key Member 
of the Administration 


In representing the admitting officer as a key member of the group 
determining hospital policies, it is necessary to picture the job as it is 
becoming in favored places rather than as it is performed in many hospitals. 
Here as at other strategic points in the hospital the incumbent's ability 
and perspective make the job. While routine work with its supplement of 
patient contacts absorbs the time and energies of some chief admitting of- 
ficers, others find opportunity to make their accumulated experiences and 
findings of considerable use to management. A few examples here will 
suffice. 

The past few years have witnessed a great demand for hospital beds. 
There have been long waiting lists, and doctors Starting up in new locations 
have had difficulty getting their patients into hospitals. Yet with all 
this there are periods when beds are unoccupied. Some of these come at week- 
ends; others, at the year's end and before holidays; still others seem con- 
nected with seasonal changes in a way not yet fully identified. (They are 
not the same with every hospital.) The admitting officer who keeps compar- 
ative studies over a period of years can anticipate these low spots. If 
changes that can be made in local policies seem ineffective in distributing 
the load more evenly, the large hospital can sometimes close a patient floor 
for a few days. This permits considerable relief for the nursing department, 
a division where hospitals have been short handed and unable to meet care 


Standards. It also means certain economies of operation for the hospital. 
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Services that permit but one type of patient, such as maternity, may 
run fairly regularly with unused beds. Study of this situation in several 
places has pointed to the doctor as the one at fault. If he fails to esti- 
mate the time of confinement with proper accuracy, beds are reserved for 
patients who are not there to occupy them, or the patient's stay in the hos- 
pital is prolonged beyond necessity. In either instance the public receives 
less than the full amount of service the hospital can give, and the institution 
itself undergoes embarrassment quite apart from financial loss. Empty beds 
with a waiting list for admission are hard to explain. 

The general hospital is set up to serve short term illness; it is not 
well adapted to the patient who must have care during a long period of conval- 
esence or to the one whose condition can only be alleviated, with permanent 
cure impossible. This type of institution serves best when its beds keep 
turning over. In these circumstances it is of maximum usefulness to the 
acutely ill. But despite precautions to the contrary patients in need of 
long time care get in. Alert admitting officers keep the number of such cases 
under constant study, not to promote discharge as a committee of the medical 
Staff might do, but to locate any places where elasticity in admitting polic- 
ies is at fault. 

Sources of Supply for Admitting Officers 

The head position in the admitting department has often sought the ser- 
vices of women who completed nurse's training at an earlier period but are 
no longer active in the labor forces. Finding such persons in a community 
is not always easy. In recent years ex-nurses have been prevailed upon to 
resume nursing duties as doctor's assistants, community workers, staff ap- 


pointees, or persons working at the call of the hospital. There is then no 
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large supply of individuals in ae category who can be drafted to fill 
vacancies. 

While a decade or two ago it was believed that trained social workers 
might be recruited for admitting, this idea has been abandoned practically 
everywhere. The sole exception now is in the outpatient clinic, a place 
where financial and social investigations are often conducted for each new 
entry. Training facilities for doing case work in hospitals have been in- 
adequate to supply the number of medical social workers that are needed. And 
this group has become less disposed with each passing year to handle admitting 
even in outpatient departments. 

In the smaller hospitals and sometimes those of middle Size, the clerical 
staff of the business office Supplies a Source for admitting clerks. This is 
a job devoted mainly to routine typing and clerical duties. However, some 
clerks cover the office when the chief and assistants are absent, thus 
engaging in the actual admission of patients. This potential source of supply 
for admitting officers is not of any great consequence. There can be no 
assurance that the successful business clerk will like the varied public con- 
tacts which the admitting job entails, and some find distasteful the decision- 
making aspects of the work which cannot well be avoided. Hence the loss of 
worker through progression from this source is considerable. 

All this seems to argue for the identification of a new type of oper- 
ative to handle admitting. It is not generally believed that either social 
work or nurse training is essential. Girls who do well in science, maintain- 
ing still a strong interest in people, and those with broad social interests 
as evidenced by work in the social studies would do well to consider it. 


College students looking to social work as a vocation but unable to complete 
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all the required preparation in sequence might benefit occupationally by a 
few years of admitting experience. 
Work Schedule and Pay Rate 

The typical admitting employee puts in an eight-hour day and a forty-four 
hour week. Split hours, i.e., early morning and late evening, have been 
eliminated almost everywhere. In the smaller hospitals various members of 
the personnel do admitting in the hours when the principal officer is off 
duty. In hospitals of middle size and larger, varied schedule arrangements 
are used to keep the office covered throughout the long daytime hours and 
week-ends. Operating rooms in a hospital are usually closed down from mid- 
afternoon on Saturday until Monday morning except for emergency cases. This 
results in light admissions on Saturday with a corresponding pickup on Sun- 
day afternoon. Not infrequently the chief officer works every third Sunday. 
When this occurs she has a free day in the regular work week following. 

Below we show the distribution of working hours for those under the 
level of chief in a six-member department. There is no known standard or 
typical arrangement. This schedule must, therefore, be interpreted as one 


of several possibilities. 


Monday thru Friday Saturday Sunday 
(1) Assistant: 8:00 a.m. to 5:00 p.m. 12:50 to 9:00 


(alternate wks.) 
(2) Clerk, full-time 9350. a.m. to 6:00 p.m. 12300 to 9300 
(alternate wks.) 
(5) Clerk, full-time 12:30 p.m. to 9:00 p.m. 12:30 to 9:00 
(alternate wks.) 
(4) Clerk, part-time 8:50 to 12:00 


(5) Clerk, part-time i) 9350 to' 3230 
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salaries paid the chief officer fall mainly between $2,000 and $3,400 
a year. Pay rates vary with the section of the country, the size of the 
hospital, and the job performed by the incumbent. It is not conceivable that 
the maximum has gone as high, under recruitment from current chance sources, 
as it will when and if new types of operative begin to seek the position. 
Admitting clerks usually start with pay rates equal to or slightly above 
those established for beginning clerk typists in the hospitals of the area, 
Recent data show regional averages for beginning clerks varying from 65¢ to 
80¢ an hour or from $30 to $35 a week. Salary schedules provide annual in- 
crements of from $5 to $10 a month, with the typical schedule granting two 


or three of these adjustments for experience before reaching the maximum. 
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